SUMMARY We studied children admitted to Kilifi District Hospital, Kenya, between 1997 and 2005 with haemolytic uraemic syndrome (HUS) and reviewed their records in order to determine the clinical features and outcomes of the disease.Thirty-one children fulfilled the criteria: 21 (68%) had diarrhoea-associated HUS (DþHUS), the remainder did not (D-HUS); five had involvement of the central nervous system.Those with D-HUS had lower haemoglobin and platelet counts when compared with those with DþHUS. The overall mortality rate was 55% (17/31) with no significant difference between the two groups. Severe hyponatraemia ([Na þ ] ,120 mmol/L) predicted a poor outcome. Shigella dysenteriae was the most common isolated organism in the stool and Escherichia coli and S. dysenteriae were the most common blood isolates. HUS carries a high mortality rate and D-HUS is as common as DþHUS.
Introduction
Haemolytic uraemic syndrome (HUS) is one of the most common causes of acute renal failure in children worldwide. 1 However, there is little available data on this condition from tropical countries. There are no case series studies, which have reviewed the HUS in a non-epidemic setting, though a few studies in Africa have described it as a cause of renal failure.
2,3 However, secondary aetiologies still remain the major contributor of acute renal failure in Africa. 4 We reviewed the rates and the clinical characteristics of HUS among children admitted to Kilifi District Hospital (KDH), Kenya, in non-epidemic setting over a period of eight years.
Methodology
We reviewed the notes and laboratory details of children admitted to KDH from January 1997 to April 2005 in order to identify any features of HUS. Cases of HUS were defined using Centers of Disease Control and Prevention (CDC) criteria.
All data were entered and analysed using the CDC software Epi Info version 3.3.2 (Centres for Disease Control and Prevention, Atlanta, GA, USA). Significance between groups was tested using the Fisher's exact test and the nonparametric Kruskal-Wallis test. Multivariate analysis was performed by logistic regression to ascertain the prognostic value of variables, which showed association at P value of 0.05. The adjustment was made for age, sex and presence or absence of diarrhoea.
Results

Clinical data
There were a total of 31 patients with HUS during the eight years: 19 (61%) were boys (Table 1) ; eight (38%) had diarrhoea-associated HUS (DþHUS). The onset coincided with long rainy season (March-May).
Laboratory findings
Mean haemoglobin at admission, lowest mean haemoglobin during hospitalization and mean platelets levels at admission were significantly lower in those without diarrhoea (D-HUS) when compared with DþHUS group (Table 2) . S. dysenteriae and E. coli were the most common isolates from stool and blood (Table 3) .
Clinical outcome and prognosis
Blood transfusions were prescribed for 22 (71%) and all patients received antibiotics during their hospitalization. Only two had peritoneal dialysis from which one died. Hypertension was recorded in the two patients who had undergone peritoneal dialysis.
Severe hyponatraemia (sodium concentration ,120 mmol/L) independently predicted a poor outcome (odds ratio ¼ 21.68 [confidence interval: 1.2 -394.67] P value ¼ 0.04) on multivariate analysis.
Discussion
In the review of eight years admissions, 31 patients were identified to have HUS most of whom had D-HUS and presented with a more severe disease. Severe hyponatraemia was predictive of the poor outcome in our children. The most common stool isolate was S. dysenteriae. E. coli was the most common blood isolate.
HUS was less common than reported in the USA. 5 This may reflect an underdiagnosis, given the difficulty of differentiating HUS from disseminated intravascular coagulopathy complicating septic conditions, which were common in our children. Clotting mechanisms were not often investigated.
S. dysenteriae was the most common stool isolate in children with DþHUS. No E. coli was documented in those with DþHUS. This has implications for their management: the
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Tropical Doctor July 2008, 38 most widely accepted recommendation in children with bloody diarrhoea is to obtain stool culture and initiate empirical antibiotic treatment for Shigella. In contrast, antibiotic treatment is not recommended in diarrhoea induced by E. coli 0157H:7. 6 The involvement of the central nervous system (CNS) in our children was lower than in the UK. 7 We identified five (16.1%) patients who had CNS involvement (generalized convulsions or coma), three (60%) of whom died. Mortality for our patients with both D-HUS and DþHUS were far higher than reported in the developed 8 countries and Africa, 9 with severe hyponatraemia being predictive of a poor outcome.
In conclusion, HUS is uncommon but carries a high mortality and D-HUS is as common as DþHUS. Prompt diagnosis, appropriate management and referral to a tertiary facility with a renal unit are crucial for survival. 
Introduction
Most Western health-care professionals are familiar with spina bifida. It is caused by failures of the closure of the caudal neural tube, most commonly affecting the lumbosacral spine and presenting with an obvious meningocoele or meningomyelocoele, with severe neurological deficits. More rarely, occipital encephalocoeles are also seen in the West. Frontoethmoidal meningocoeles or meningoencephalocoeles (MECs), conversely, are congenital failures of the closure of the bony sheath of the neural tube at the rostral end (sinciput), which are seen in certain areas of southeast Asia. A defect between the frontal and ethmoidal bones in the skull allows herniation of the meninges, cerebrospinal fluid (CSF) and usually parts of the anterior frontal lobes of the brain into the forehead, nose or orbits. These three destinations of the hernial sac give rise to three subtypes of MEC: nasofrontal, nasoethmoidal and naso-orbital. 1 Often, this deformity does not seem to be associated with any neurological deficit, but it is strongly associated with gross changes in facial features: the presence of a mass, pathology in the orbit and eye and an elongated nose.
2 These cosmetic abnormalities result in extremely low patient self-esteem and social exclusion.
The aetiology of MEC in Cambodia is poorly understood and multiple hypotheses have been advanced. Thu and Kyu demonstrated variation in MEC incidence by season of birth in Burma. It has been suggested that, in the Burmese context, aflatoxin growing on moldy rice in the rainy season and consumed by the mother at the critical period of pregnancy may interfere with embryonic folic acid metabolism in such a way that mesodermal ingrowth fails to separate neuroectoderm from the skin of the frontonasal process, resulting in MEC through failure of formation of interposing bone. Secondary and tertiary care is scanty and often available only in facilities funded and run by non-governmental organizations (NGOs). The training of Cambodian doctors is improving and around 36 doctors per year are now receiving a year of training abroad, mainly in France. However, a functioning neurosurgical or craniofacial service manned by Cambodian personnel has yet to emerge.
Many foreign surgical teams visiting Cambodia since 1979, usually doing plastic surgery, have encountered patients with MECs. Their attempts at operative MEC repair were carried out through the face, with no neurosurgical input and generally had poor results. In recent years, however, neurosurgeons have begun visiting the country and some Cambodian surgeons have received neurosurgical training. In addition, some patients have been sent abroad to have their deformities corrected. However, the costs associated with this were substantial, and obviously few patients would be lucky enough to be given that option.
In nine years of working as a surgeon in Cambodia at the Children's Surgical Center (CSC), the senior author (JG) has seen well over 150 patients with frontoethmoidal MECs, but only three with a lumbar meningocoele and two with an occipital meningocoele. The present population of Cambodia, following 30 years of war, is now preponderantly made up of younger people, with 8 million (63%) of the total population of 13 million being under the age of 25 years. If the prevalence of MEC in Cambodia is similar to that in Burma (15 cases in 100,000 people 
